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agenda, should we paying more attention to these guidelines when
treating hip fractures?
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econd fragility hip fractures
. Okonkwo, C.D. Jensen, P.I. Akimau ∗, J.P. Holland
Newcastle General Hospital, UK
im: To investigate the rate of second fragility hip fractures and the
mpact of secondary prevention.
ethod: We performed a retrospective case-note analysis of
atients presenting to an urban trauma unit with a second fragility
ip fracture from 2003 to 2008. The management of these patients
as audited against the standards set out in the BritishOrthopaedic
ssociation (BOA) and British Geriatric Society (BGS) “2007 Blue
ook.”
esults: Of 1994 patients who presented during the 5-year period
ith fragility hip fractures, 68 patients presented a second time
ith a fracture of the other hip. 40 of these 68 patients had case
otes available for review; others were lost or destroyed as many
atients were deceased at the time of this analysis. Average age
as 79 years (range 52–92). The commonest cause of both the ﬁrst
nd second fractures was a simple mechanical fall (60% and 50%,
espectively.) In 65% of cases the mechanism of injury causing the
econd fracture was the same as the ﬁrst. Prior to their second frac-
ure 75% of patients had been reviewed by an orthogeriatrician, 88%
ad DEXA scanning and 75% had pharmacological bone protection
rescribed.
onclusion: 3.4% of patients treated for hip fracture represented
ith a fracture of their other hip in the last 5 years, despite varying
egrees of secondary prevention. Secondary prevention methods
escribed in the BOA/BGS “2007 Blue Book” were incomplete in
early all (85%) the patients who went on to fracture a second hip.
his group of patients suffered predictable and potentially avoid-
ble fractures, highlighting the importance of diligent secondary
revention in the after care of hip fracture patients. We advocate
he use of a comprehensive 12-point checklist of secondary pre-
ention methods requiring completion by all relevant healthcare
rofessionals before discharge of fragility hip fracture patients is
ermitted.
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ragility fractures: An audit of post-traumatic osteoporosis
anagement
.S. Goonewardene ∗, K. Mangat, I.D. Sargeant, K. Porter
University of Birmingham, UK
ntroduction: Fragility fractures, are an increasingly common
roblem especially in the elderly population and may indicate
nderlying pathological processes, e.g. osteoporosis. It is estimated
hat 1.2 million women in the UK have osteoporosis. NICE Guide-
ines recommend speciﬁc investigation and treatment options
or the secondary prevention of osteoporotic fragility fractures.
owever these guidelines even though present, are not closely fol-
owed. We wished to investigate our compliance level with these
ecommendations and if necessary propose changes to increase
ompliance.
ethod: We conducted a retrospective audit collecting data on
atient demographics; prior osteoporosis history and treatment;
nvestigations, diagnosis and treatment of osteoporosis during
ospital admission, communication of information to GPs and
efracture rate in order to seewhetherwe are complyingwith these
uidelines.0 (2009) 183–235 203
Results: We demonstrated the majority of patients are admitted
without prior history of osteoporosis or treatment regardless of
primary osteoporosis guidelines, yet we are not properly investi-
gating or treating patients for secondary prevention of osteoporotic
fractures or adequately informing GPs to do so, with refractures
occurring.
Discussion:Wediscuss these results and develop recommendations
based on the results including changes to the patient information
computer system that would increase medical professionals’ com-
pliancewithguidelines and reduce the riskof refracturing, reducing
strain on resources.
Keywords: Fragility; Post-traumatic; Osteoporosis; Secondary pre-
vention
doi:10.1016/j.injury.2009.06.220
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5A: Proximal Femoral Fractures
What implants shouldwebeusing to treat hip fractures?Review
of practice by multi-centre hip fracture reaudit in England in
comparison toScottish IntercollegiateGuidelineNetwork (SIGN)
guidelines
A. Sahu ∗, N.P.M. Jain, S. Dalal, G.A. Cook, B.D. Todd
Stepping Hill Hospital, UK
Aim: Hip fracture surgery is one of the most frequently performed
operations in England. Our aim of this study was to ﬁnd out the
use of type implants for the hip fracture surgery in England and to
correlate their use with the current evidence.
Methods: This reaudit was performed over a four month period in
2003, 2005 and 2007 (1st April–31st July) collating information on
hip fracture patients in Northwest of England.
Results: During this period a total of 2455 patients were admit-
ted with hip fractures, with 2316 subsequently undergoing surgery
in these hospitals. We have observed widespread variation in the
use of different implants to treat hip fractures across the differ-
ent hospitals of northwest of England. The intra-capsular fractures
were most commonly treated by cemented hemiarthroplasty in
74.3% patients. However 4.3% were treated with a cemented bipo-
lar implant and 4.1% with uncemented hemiarthroplasty. 12.9%
patients had AO cannulated screws for internal ﬁxation, 1.6%
patients hadprimaryGirdlestone andonly2.2%patients underwent
total hip replacement. For extra-capsular fractures, we found out
that the sliding hip screw was used most commonly in 92.6% cases
whilst 6.8% patients were treated with an intra-medullary device.
Conclusion: The SIGN guidelines are clear with regards implant
choice for hip fractures cemented monoblock hemiarthroplasty
is the recommended treatment option for the majority of intra-
capsular fractures. Evidence suggests the sliding hip screw is the
best treatment for extra-capsular fractures and that the use of an
intra-medullary device remains controversial. It reasonable to sug-
gest that implant choice may be related to local availability and
surgeon preference. However guidelines are created in light of good
supporting evidence. With hip fractures high on the healthcaredoi:10.1016/j.injury.2009.06.221
